Sixty-seven phobic children, ages 6-15, were randomly assigned to a 2 X 3 factorial, repeated-measures, cowriate design which included two male therapists and three time-limited treatments: reciprocal inhibition, psychotherapy, and waiting list control. Following 24 sessions or 3-mo. wait and at 6-wk. follow-up, 5s were reassessed by an independent evaluator and by parents. Results indicated a significant effect due to time and child's age. Clinical evaluation, using initial scores as the covariate, showed no effects of treatment or therapist. Parents reported treatment effects for both target fear and general fear behavior. Therapies were equally efficient, and all treatment effects were achieved with phobic children aged 6-10.
There is a clear need for more rigorous studies of the nature and treatment of childhood phobias. Despite the continued interest shown in the study of phobic disorders (Andrews, 1966; Lang, 1968; Marks, 1969; Rachman, 1968; Weitzman, 1967) , there has been little systematic work with phobic children. Berecz (1968) found most of the evidence on treatment of childhood phobia to come from single case studies, studies without control groups, or what he labeled "one shot attempts to 'prove' the effectiveness of certain techniques [p. 707] ."
The purpose of this study was to compare the effectiveness of reciprocal inhibition therapy, psychotherapy, and waiting list control as methods for treating phobias in children aged 6-15. In addition, we were interested in the comparative effectiveness of the procedures when conducted by therapists who differed in experience. METHOD
The 2X3 factorial, repeated-measures, covariate design of this study included two therapists, three time-limited treatments, and three evaluations: pretreatment, posttreatment, and a follow-up after 6-wk. treatment. The preevaluation was used as the covariate for all measures.
Subjects
Efforts were made to obtain 5s aged 6-15 who represented the domain of clinical level childhood mono-'This research was supported in part by National Institute of Mental Health Grant 13219.
2 Requests for reprints should be sent to Lovick C. Miller, Child Psychiatry Research Center, University of Louisville School of Medicine, 608 South Jackson Street, Louisville, Kentucky 40201.
phobias and multiphobias from all socioeconomic classes of the community. Referrals were solicited by letters from physicians, social agencies, schools, and through newspaper publicity. No fees were charged and transportation was furnished for indigent children. A total of 148 children passed initial screening and were evaluated for this project. Of these, 86 were accepted and 67 participated fully. Table 1 shows the disposition of the 148 children.
Inspection of the demographic data in Table 2 reveals several differences between our sample and the general population: We had fewer blacks, Catholics, and lower to middle socioeconomic status representatives and more upper-middle-class children. This occurred despite our efforts to achieve a representative demographic sample. However, intelligence data matched the general population for all phobias including school phobia. « Project criteria, other than phobia, were: (a) Wechsler Intelligence Scale for Children Full Scale IQ > 75; (6) not psychotic or brain-damaged; (c) one parent cooperative to the extent of bringing the child three times per week and contracting to permit videotape and sound recordings. target phobia was the fear that was the most disabling for the child and the one toward which treatment was aimed. Fear of school composed 69% of the target phobias, an unusually high percentage since it occurs in less than 1% of the general population . Conversely, fears which occur in the general population with an incidence up to 21%, such as fears of storms, the dark, and domestic animals, comprised 6% or less of the target phobias. Fear of separation, which is often reported to be the core problem in school phobias, was listed as the target fear when separation was primary and fear was manifested in many situations. Fourteen of our 46 school phobics showed such generalized separation fear, but fear of school was deemed the most disabling. In summary, we believe that 5s in our study represent the population of fearful children for whom parents are willing to seek help.
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Treatments
Waiting list control. This procedure was designed to be comparable to waiting list periods commonly found in child guidance clinics. Professional contact was kept to the minimum necessary for evaluation. Operationally, this meant that after evaluation, parents were told that: (a) their child's phobia was serious enough to need treatment; (6) they had been placed on a waiting list; (c) while on the waiting list, they would be asked to come for evaluation "at times;" and (d) the research team would not be available to advise them during the waiting period "because we cannot be with you to help you carry out the advice." Parents and referral sources seemed to be comfortable with this rationale, and thus there was little professional contact that could be regarded as treatment for children assigned to waiting list control.
Reciprocal inhibition therapy. Systematic desensitization, the main form of Wolpe's (1958) reciprocal inhibition therapy, was employed with every child in this treatment group. However, in order to adapt the technique for use with children, the therapist employed a broader repertoire, primarily based on learning principles.
A child and one parent were usually seen together for about 15 min. to review progress and to deal with therapy-related problems. Then, the therapist worked with the child alone. No constraint was placed on the therapist in coordinating the treatment with significant persons in the child's life such as school personnel or, for a child who feared water, a lifeguard. Occasionally, the therapist spent the entire session with the parent present in order to deal with resistance problems, parental guilt, or other clinical phenomena that the therapist judged to be likely to threaten continuation of the child in treatment. Where parent-child interaction patterns appeared to reinforce fear behavior, behavior therapy principles were employed to restructure contingency schedules, for example, eliminating television during school hours for a school phobic who stayed home. Assertive training was used for inhibited children. In one case, special breathing control techniques were utilized to control chronic crying that interfered with systematic desensitization operations. For cases in which parents' problems were not specifically related to the phobia and threatened to divert the therapist from the child's pathology, our social worker was available to treat the parents.
In the first session, the therapist established rapport, explained the rationale of the treatment, taught the parent to relax as a model for the child, started relaxation training with the child, and assigned a homework task of relaxation practice 10 min. a day. By the fourth session, relaxation training was usually complete as was construction of initial fear hierarchies. From this point, systematic desensitization proceeded as with adults (Barrett, 1969a; Paul, 1966; Wolpe, 1958) . A relaxed child was asked to imagine a scene that he had listed as arousing little anxiety. If he could imagine the scene comfortably, he was asked to switch to a pleasant scene. Then he was asked to imagine the next scene in the hierarchy. If imagining a scene caused the child to signal anxiety, the therapist asked that the scene be "switched off" and that the pleasant scene be imagined again. At this point, the therapist either repeated the scene or revised the hierarchy to provide an item that aroused less anxiety. Periodically, the child was asked to describe scenes as a check on the vividness of imagery. When all items of a fear hierarchy could be imagined comfortably, an "in vivo" test was arranged. If unsuccessful, systematic desensitization continued.
In summary, the purpose and method of reciprocal inhibition therapy was to help both parents and child to develop alternative responses which would inhibit fear and would allow the child gradually to experience the fear-inducing situation without anxiety.
Psychotherapy. Play therapy in a well-equipped playroom was used for children aged 6-10 assigned to the psychotherapy treatment group. Older children were seen in the playroom or in interview therapy, whichever seemed more appropriate for the child. Overall, a strategy much like that outlined by Lippman (1956) was followed. Work with parents and those outside the family was essentially the same as for reciprocal inhibition therapy.
Psychotherapy, whether in the playroom or interview room, concentrated on the child's "inner experience," his hopes and his fears, particularly his aggressive and sexual fears and dependent needs. The therapist focused on other problems of living as well as on the primary fear, and children were encouraged to examine and formulate both behavioral strategies for coping with stress and the affect accompanying these efforts. Regressive fantasies and behavior were accepted and interpretations at preconscious levels were frequently made, but depth interpretations were rare. For example, a child's worry while at school about his mother's health was more likely to be interpreted as guilt over actual forbidden behavior or as sibling jealousy rather than as an indication of oedipal rivalry. When secondary gains became apparent, the therapist encouraged the parents to remove such gratifications as extra sleep or television watching on school days, or the security of mother's bed at night. In therapy sessions, children were encouraged to vent their anger and disappointment assumed to arise from these deprivations.
In brief, the child in psychotherapy was encouraged to act and "talk out" his feelings and conflicts. Emphasis was placed on affective expression and cognitive awareness as preconditions for developing alternative coping mechanisms more adequate than fear.
Length of Treatment
A treatment period of 24 1-hr, sessions (three times per week for 8 wk.) and a 6-wk. follow-up were selected for two reasons. First, a waiting period of about 3-mo. for the waiting list control group was tolerable for most parents and was shorter than that existing at other local treatment centers. Thus, the 14-wk. period was ethically defensible. Second, Wolpe (1958) reported that the median number of sessions for adult phobia was 24. This number was greater than the median number of sessions reported for child guidance clinics (Heinecke, 1960; Hood-Williams, I960; Imber, Frank, Nash, Stone, & Gliedman, 1957; Levitt, 1957a Levitt, , 1957b Levitt, , 1959 Levitt, , 1963 Miller, 1967c; Ross & Lacey, 1961) . Thus, 24 sessions seemed to provide a sufficient test of both therapies.
tization of a Phobic Child," has been directed and edited by Marion Harcourt. Distribution of the film is currently being arranged. The authors are also indebted to Mrs. Harcourt for her valuable editorial comments on this paper.
Measures of Outcome
Severity scores computed from the parents' ratings and from the primary evaluator's ratings were used as outcome measures. The severity score was determined by rating the intensity of the target phobia and its extensity (that is, the degree to which the fear affected the child's life sphere) on a 7-point scale (1-7) and was computed as follows: 5 Severity Score = V Intensity X Extensity In addition, two measuring instruments were completed only by the parents: The Louisville Behavior Check List (LBCL; Miller, 1967a, b; Miller, Barrett, Hampe, & Noble, 1971a; ) and the Louisville Fear Survey for Children (LFSC; Miller, Barrett, Hampe, & Noble, 1972) . The Fear Scale of the Louisville Behavior Check List and the total score of the Louisville Fear Survey for Children were also used as outcome measures. Both instruments measure the child's general tendency to focalize anxiety around specific objects.
Parental Judgments
The ratings to give the severity score were made by one parent, usually the mother, in the presence of the social worker (HN) who insured that the parent understood the ratings. The LBCL and the LFSC were done at pretreatment, posttreatment, and follow-up.
Primary Evaluator
The severity score for the target phobia was judged by a clinician (EH) called the primary evaluator. This rating was selected as the outcome criterion for the study. In making his ratings, the primary evaluator had available information from the intake interview with the social worker, his own initial interview with the parent and child and child alone, and the results of the following assessment procedures: (a) LBCL; (ft) School Behavior Check List (Miller, 1972; Ross, Lacey, & Parton, 1965) ; (c) Child's Fear Thermometer (Walk, 1956) ; (d) LFSC completed by the parent and child independently; and (e) a behavioral fear test and 5-day check. The behavioral fear test was constructed and conducted at the first interview by the primary evaluator, if appropriate. For example, a child who feared elevators would be asked to ride one in the presence of the evaluator. For fears such as fear of storms, the primary evaluator was forced to rely on the report of those present when the fear occurred. The 5-day check consisted of calling the family for 5 consecutive week days to check on the child's reaction when confronted with the feared situation or object. 6 During the initial phase of the project, the primary evaluator was not informed as to the therapist and type of treatment when making his judgments. However, as a result of budget limitations, only one qualified clinician was available for the primary evaluator role, and he was housed in the same small facility as the rest of the project staff. Consequently, it became impossible to keep him entirely blind. Even if all chance remarks (in the waiting room, for instance) could have been controlled, the primary evaluator and parents and child at the posttreatment and follow-up interviews would have been under pressure to expose or conceal this information. Consequently, to insure that cases would be judged on an equal basis at posttreatment and follow-up, we provided the primary evaluator with the therapist's name and type of treatment for all children. Initial evaluations were made prior to random assignment. We believe the gains made in acquiring uniform information and in freeing the primary evaluator from constraints in the inquiring process offset the loss attributable to an unknown bias.
Replication of Primary Evaluator Ratings 1
A sample of 36 of the primary evaluator's pretreatment and 16 follow-up interviews were videotaped. These videotapes and all other case material, except ratings made by the primary evaluator at case conference, were made available to a clinician called the independent rater who had no other role in the project. The independent rater was not informed of the name of the therapist or type of treatment and rated the intensity and extensity of the target phobia. A severity score was computed from his ratings in the same manner as for the primary evaluator.
Therapists
The senior therapist (LCM) is a Diplomate (ABPP) clinical child psychologist with 20 yr. of experience in psychodiagnostics and psychotherapy with children. His prior use of systematic desensitization with children constituted the pilot work for this project. The junior therapist (CLB) received a PhD degree in clinical psychology shortly before the project began and had minimal experience with children. He had completed a study using systematic desensitization therapy with adult phobics (Barrett, 1969a) . 6 Copies of all rating procedures and instruments used in this study are available from the authors. Please send requests to Lovick C. Miller, Child Psychiatry Research Center, University of Louisville School of Medicine, 608 South Jackson Street, Louisville, Kentucky 40201.
7 Roger Gardner served as the independent rater. At the time, he was within 3 mo. of receiving his PhD in clinical psychology from the University of Louisville. The social worker (HN) began by screening the child's parents by telephone. If the child's problems seemed to indicate phobia, an intake interview was scheduled. Parents were asked to complete the LBCL, the LFSC, and to give demographic information. Videotaping was discussed and written permission was secured. When the intake interview further indicated phobia, the primary evaluator interviewed the parents and child together and then the child alone. Before completing the interview with the child, the primary evaluator conducted the behavioral fear test, if practical. Following the primary evaluator's interview, the 5-day check was made. Also a School Behavior Check List was requested from the child's teacher, and psychological testing (Wechsler Intelligence Scale for Children, Bender-Gestalt, Wide Range Achievement Test) was done (see Footnote 6). At case conference, the primary evaluator and the social worker presented their findings to the research team. The team members independently rated the fears, and a severity score was computed for each. If three of the four conferees agreed that the child was phobic, and if the mean severity of the phobia was 3.0 or higher, the child was accepted.
Next, the child was assigned at random to therapist and treatment. Random assignment was conducted by the social worker according to a prearranged schedule, keeping an approximate balance between younger (6-10) and older (11-15) males and females in all groups. Following assignment, parents were seen again by the social worker who explained the treatment procedures and obtained the parent's written agreement to bring the child three times weekly for 8 wk.
(or for 24 sessions) and for later evaluations, After 8 wk. for the waiting list controls, or after 24 treatment sessions for the reciprocal inhibition and psychotherapy groups, the posttreatment interview with the arimary evaluator was scheduled. The procedure in the postinterview was essentially similar to the preinterview. At this time, a School Behavior Check List was requested from the child's teacher. The social worker again obtained the parent's severity scores for ;he child's phobias, the LBCL, and the LFSC. Six veeks after postinterview, the follow-up interview was :onducted using the above procedures.
At follow-up, if any children in the control group were found to still need treatment, it was given by a team member. The social worker helped parents find additional treatment from agencies or private practitioners for children who had been treated unsuccessfully. Regardless of outcome of treatment, children and parents were asked to agree to our contacting them from time to time for follow-up.
RESULTS
8 Table 3 shows agreement of primary evaluator and independent rater severity scores for the target phobia. For 48 of the 52 cases (92%), agreement was within ±1.5 points on a 7-point scale. In 38 cases (72%), agreement was within ±1.0. Table 3 also shows that there was greater absolute agreement at followup. This was due to the shift from a normal distribution of ratings at pretreatment to a bimodal restricted range distribution at follow-up. Thus, the probability of absolute agreement was higher at follow-up than at pretreatment.
A median test (Siegel, 1956 , pp. 111-116) on the two raters' severity score ratings was not significant (X 2 < 1.00, df=\,p> .05). Thus, we assume that primary evaluator's ratings represent clinical judgments of phobic severity in children. Figure 1 shows the mean primary evaluator severity scores for the target phobia at pretreatment, posttreatment, and follow-up, and Table 4 gives means and standard deviations for all groups. Table 4 indicate that there was a considerable reduction in primary evaluator severity score over time. A one-way analysis of variance on these scores at pretreatment, posttreatment, and follow-up showed that this reduction was significant (F = 69.29, df = 2/60, p < .05). However, a 2 (Therapists) X 3 (Treatments) repeatedmeasures analysis of covariance, using the pretreatment score as the covariate, revealed no effect of treatment (F = 1.20, df = 2/60, p > .05) or of therapist (F = 2.26, df = 1/60, p > .05). Thus, the significant reduction in primary evaluator's severity score ratings across time was not due to either a treatment (reciprocal inhibition therapy, psychotherapy, waiting list control) or a therapist effect.
Table 4 also shows that the parent's severity score ratings on the target phobia reflect a view of outcome that differed from that of the primary evaluator. A 2 X 3 repeated-measures analysis of covariance, using the parent severity score at pretreatment as the covariate, showed a significant effect of treatment (F = 4.47, df = 2/58, p < .05) but no effect of therapist (F = 1.41, df = 1/58, p > .05). There was no significant interaction of treatment and therapist (F < 1.0). Orthogonal comparisons of mean parent severity scores showed that reciprocal inhibition therapy and psychotherapy did not differ in their effect (F < 1.00, df = 1/56, p > .05, at posttreatment and follow-up). These scores did show, however, that both therapies were more effective than waiting list control procedures (posttreatment F = T.93,df= 1/56, p < .05; followup F = 13.22, df = 1/56, p < .05).
The fear scale of the LBCL, which is completed by parents, measures a generalized tendency of children to respond with fear. Analysis of covariance as described above revealed an overall effect of treatment (F = 8.84, df = 2/58,^ < .05) but no effect of therapist (F < 1.0, df = 1/58). Orthogonal comparisons again showed reciprocal inhibition and psychotherapy to differ from waiting list control in mean fear scale score at posttreatment (F = 8.78, df = 1/57, p < .05) and at follow-up (F = 22.70, df = 1/57, p < .05), but not to differ from each other (F < 1.00, Note.-For parents' ratings, only 5s for whom data at all three assessments was obtained are included. df = 1/57, p > .05, at posttreatment and follow-up). Analyses of the LFSC revealed a similar effect of treatment (F = 3.39, df = 2/58, p < .05) but no therapist effect.
Two other results from these analyses bear mention: First, there were no variance differences of the sort noted by Bergin (1963) and Barrett (1969b) for either parent or primary evaluator ratings. Second, our choice of the covariate design was based on clinical lore concerning the relationship between initial and terminal severity. In this study, the correlation between pretreatment and follow-up severity score was .28 for the primary evaluator and .24 for parents. While these correlations are significantly greater than zero, they are not as high as clinical lore would lead us to believe and would not have affected our conclusions if we had failed to covary initial values.
The experimental design did not provide for specific assessment of an age effect, but our experience during the study suggested a relationship between child's age and outcome of treatment. Table 5 was constructed from the original age stratification and shows the outcome by age and treatment.
9 Thirty-one of 38 young children, as opposed to 13 of 29 older children, were successful (X 2 = 7.86, df = I, p < .05). For younger children, 23 of 24 (96%) who received treatment were successful, whereas only 8 of 14 (57%) of the waiting list control children were successes (X 2 = 6.42, df = 1, p < .05). No relationship of treatment to outcome was found for the older group. Together, reciprocal inhibition and psychotherapy had 9 of 20 successes (45%), and waiting list control had 4 of 9 (44%) successes (X* < 1.00, p > .05).
One-way analyses of variance to assess demographic effects on success indicated that sex, IQ, socioeconomic status, and chronicity were unrelated to outcome. The same analysis indicated that the staff conference rating of ;ne degree of initial parent motivation for 9 Analysis of variance is perhaps not appropriate for these data since major differences in variance occurred in cells that were grouped by age and treatment. However, a one-way analysis of variance for age alone ising primary evaluator ratings showed a significant age effect with children aged 13 and above improving .ess than all other children except those aged 11, and children aged 11 improving less than children 10 and below (F = 5.35, df = 6/66, p < .05). treatment was related to success. Children whose parents were initially rated 1-2 (parents with high motivation) responded better than children whose parents were rated 5-7 (low motivation).
DISCUSSION
We were able to draw no simple conclusion from our study of the effectiveness of reciprocal inhibition therapy, psychotherapy, and waiting list control as methods for treating phobias in children aged 6-15. Our results, depending upon which measure we accepted as a criterion, could support either side of the familiar controversy as to the effectiveness of psychotherapy. Eysenck (1952 Eysenck ( , 1961 evaluating the results of psychotherapy with neurotic adults and Levitt (1957b Levitt ( , 1963 those with children concluded that neurotic adults and children, in time, improve, and there is little to indicate a facilitative effect of psychotherapy. Our results agree with this evidence for ratings made by the primary evaluator. Second, there was a marked reduction of target phobia in all three groups from preevaluation to follow-up. Eysenck, however, suggests that behavior therapy may be effective, but our results showed nothing to indicate an outcome difference between psychotherapy and reciprocal inhibition therapy. Also, improvement occurred for a relatively focalized disorder and with well- • Success means that the child received a primary evaluator severity score rating of 2.9 or less on a 7-point scale (1-7) at 6-wk. follow-up of treatment. differentiated treatment and control procedures. This is significant since it avoids the criticism of studies which grouped results across diagnostic categories and labeled some nonclinical interventions "psychotherapy" (Eisenberg & Gruenberg, 1961; Eisenberg, Gilbert, Cytryn, & Moiling, 1961) . Our results add new material to the controversy, for they showed that neither behavior therapy nor the more standard psychotherapy to which it was compared was more effective than the control procedure.
A second side of the effectiveness controversy argues that psychotherapy does indeed work, but instruments and evaluative models are not adequate to the task of measuring psychotherapeutic outcome (e.g., Bergin, 1963; Frank, 1969; Heinicke, 1960; Hood-Williams, 1960; Meltzoff, 1969; Strupp, 1963; Strupp & Bergin, 1969) . Some of our results support this side of the controversy as well. Parents reported significantly lower severity scores for the target phobia when their child had been in either reciprocal inhibition therapy or psychotherapy, with either therapist, rather than in the waiting list control group. Similarly, parents of children in therapy reported significantly lower fear scores on the LBCL and Louisville Fear Survey than did parents of children in the waiting list control group. These ratings did not agree with those of our primary evaluator and could be explained away as due to the parents' knowledge that therapy had been given by a professional or to cognitive dissonance following the effort of participating with the child in therapy (Festinger, 1957) or to expectancy (Frank, 1963; Goldstein, 1966) . However, in explaining away the parents' ratings, another question is raised: Who should be satisfied by psychotherapeutic treatment with children, the parent or the professional evaluator (Lennard & Bernstein, 1971) ? Further, in dismissing the parents' ratings, we raise the question of what is a valid criterion. It is now well known that subjective, objective, and physiological measures on the construct "fear" do not necessarily correlate (Lang, 1968 (Lang, , 1970 , and each investigator is forced to choose what he believes best represents phobic reality. In our study, the reader must choose between an evaluator labeled "objective" and the nonobjective parent who has much to gain and much to lose.
There is yet another facet of the controversy for which our data is relevant since our results showed the effectiveness of psychotherapy to be a function of the age of the child. Ford and Urban (1967) suggested that the appropriate question is not whether psychotherapy works or not, but: "Which set of procedures is effective when applied to what kind of patients with which sets of problems and practiced by which sort of therapists [p. 359] ?" Our results show that phobia must not be viewed as a disorder that responds similarly to treatment across age groups. From our data, we conclude: (a) that for young phobic children therapy is highly effective (96%) and is superior to waiting list control; (6) that the therapist's experience or the type of therapy (reciprocal inhibition therapy or psychotherapy) do not affect change, and (c) that a and b indicate that the crucial variables affecting change are unknown. However, the failure of either therapy to diminish phobia in children aged 11-15 leads us to conclude that the first task is to discover an effective behavior change technique for this age group. An approach suggested by Coolidge, Wilier, Tessman, and Waldfogel (1960) assumes that in older school phobics, the phobia may be a manifestation of a severe character disorder, rather than a neurotic adjustment as in younger children. However, there is another equally valid explanation, namely, that strategies available to the therapist for influencing young children have no effects on older ones. Factors such as the child's size, increased social anxiety, increased information processing capacity coupled with the shift to formal logical operations (Piaget, 1960) , the waning influence of juvenile court, and adult intolerance for infantile coping mechanisms remarkably alter the therapist's strategy. It may also be that childhood phobia, like adult phobia (Marks, 1969) , will respond differently as a function of the phobic object. On the basis of our experience in this study, we suspect that different treatments will need to be developed for different types of phobias.
The ambiguous results obtained in this study have led us to reevaluate its design. We intended for this study to incorporate as many features of an ideal psychotherapy design as possible. We were able to include the following: the use of an appropriate control group; stratified random assignment of 5s to timelimited therapy; use of a representative clinical sample with a range in age, severity of disorder, degree of disturbance, intelligence, socioeconomic status, and variety of phobic object; use of same-sex therapists who differed in age and experience; identical assessment of children at pretreatment, posttreatment, and follow-up of treatment; control of initial values by covariance; replication of primary evaluator's ratings by an independent rater; and treating parents and children ethically without sacrificing research standards. Of these features, the most difficult for us to apply was randomly assigning children. This meant that even severely phobic children who presented symptoms such as panic-induced flight from home or school, marked depression, suicidal ideation, or anorexia could be assigned to waiting list control. As clinicians, we cannot overemphasize the difficulty we had in facing this. However, the results appear to vindicate the procedure and should encourage future investigators in randomly assigning children.
The reader may suggest a number of other factors that could account for our results. These may range from concern that .Ss were not "true" phobics or that the two therapies were overlapping in technique to concern about technical problems such as the proper application of systematic desensitization or the proper timing and depth of interpretations in psychotherapy. Though we grant the possible importance of such methodological issues, these conclusions seemed clear: (a) The crucial operations for reducing phobic behavior and the criteria by which to measure phobia are not yet known, (b) Older phobic children do not improve with treatment which is successful with younger phobics.
However, the most important conclusion we drew from our findings was that the psychotherapy research model represented by this study is itself inadequate because of its rigidity. A consequence of applying the factorial covariant model in its traditional form is that the investigator remains locked into a study long after it has become clear that some crucial variables should have been controlled or some procedures should have been modified. Early in this study, the therapists discovered that they were obtaining good results quickly with young children, but were having no success with older ones. Such an age effect was not anticipated, and there was no way to take advantage of it within the design.
The factorial covariant design is appropriate only when both the dependent and independent variables are relatively well isolated and the goal is to establish a functional relationship. At present, only psychotherapy analogue studies (Levis, 1970) can approximate these conditions. In our study, it was difficult to isolate psychotherapy and reciprocal inhibition therapy as independent variables. Even the relatively structured reciprocal inhibition therapy with its exciting history of analogue and clinical applications had to be applied within the life space constraints of children. Three examples illustrate this: First, the child's dependence upon his parents necessitates, among other things, working to extinguish parent reinforcement of the child's excessive dependent and fear behaviors. Second, children seldom seek therapy and may have no motivation for resolving the problem. Actually, entering therapy may serve to reinforce avoidance. As long as the child comes to therapy and complies with the rituals, neither he nor his parents may press for confrontation with the feared stimulus. For such cases, we arranged a deadline for confrontation in order to generate anxiety which we could extinguish. Third, during treatment, the child's phobia may decrease in significance relative to total family pathology, so that such a highly focused technique becomes inappropriate. A dramatic example of this point occurred when the therapist was attempting to desensitize a child of a fear of stairs, while unbeknownst to the therapist, the child was preoccupied with his recent experience of riding in the car while his father was engaged in a running gun battle with another motorist.
For the dependent variable, we accepted the prevailing clinical view that phobia is a relatively invariant response to an invariant, identifiable stimulus. However, in the course of the research, it became clear that childhood phobia is a varying response to stimuli whose properties may also vary. For example, a boy referred for fear of the dark was seen by a field observer to resist going upstairs at night, yet he remained uncomplaining in a strange, totally dark room in our center. Also, we found that of our 46 school phobics, 13 were attending school periodically and 7 attended regularly, though with great distress. In order to capture this elusive phenomenon, we used a variety of measures. However, these measures gave conflicting answers and complicated the analysis of results.
The state of knowledge in child psychopathology and its remediation calls for a research strategy that can function when variables are less clearly understood but may be clarified as the study progresses. At this time, we cannot suggest the number of cases an investigator should consider before altering or replacing his procedures. This largely is a function of the clarity of the independent, dependent, and controlled variables. For example, when the probability of treatment failure is high, as in the case of Marks' (1969) agoraphobics and our older school phobics, small increases in the success rate would be clinically significant.
As an alternative to the factorial covariate design, we propose a dynamic model that permits rapid incorporation of feedback as the research progresses while maintaining the rigor of the traditional design. This dynamic model also insures that base rates may be accumulated under rigorously controlled conditions and that treatment failures will be available as a test for new techniques. We need, in effect, an extended series of pilot studies continuing until an effective treatment for a specific disorder is achieved. In our view, failures from a relatively distinct treatment procedure represent a more relevant S match than would occur by matching on the many variables known to affect outcome (Luborsky, Chandler, Auerbach, Cohen, & Bachrach, 1971) . The closest approximation to this proposed dynamic model that we know of is Marks' work with adult phobics (Marks, 1969) . Our results, we believe, show clearly that a similar sustained line of investigation is needed for childhood phobia.
